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murmur in the presence of fever may be iiaeinic and vary considerably
with the phases of respiration; It may therefore Include a cardio-
respiratory element. The true mitral systolic murmur from organic change
of the mitral valve is soft, rather difficult to hear, persistent through all
phases of respiration,, and traceable some distance into the axilla; there
may also be a systolic murmur at the base. In the early stages dia-
stolic murmurs at this area are difficult to Identify,
A search for rheumatic nodules Is successful in a large proportion of Rheumatic
cases. They may be found on the occiput, over the shoulders where the KOdMles
bone lies near the surface, and on the elbows, wrists, flexor tendons, knees,
and ankles. The discovery of such  nodules confirms the rheumatic
origin of the endocarditis.
There  is  a  slight  secondary  anaemia  with  a  polymorphonuclear Blood and
leucocytosis, and a trace of albumin is often found In the urine.	urine
(5)—Diagnosis
Except In debilitated patients endocarditis produces fe\ er, and changes
in. the pulse-rate and heart in excess of those produced by the grade of
fever. The pulse-rate is more quickened and there may be a cardiac
murmur, especially a systolic murmur conducted to the axilla and both
in pitch and quality unlike the tiaemic murmur of fever. All systolic
murmurs must be clearly distinguished from the cardie-respiratory
murmur produced by rhythmical compression of the long between the
heart and the chest wall. The debility of the patient is always more than
can be accounted for by the fever.
When the fever is persistent, especially if sweating is present, septic-
aemia may be suspected, and the disease may then have to be dis- dtosno**5
tinguislied from tuberculosis, malignant endocarditis, the enteric fevers,
and brucellosis.
(6)—Prognosis
From the evidence of necropsies it is clear that many persons pass
through a mild attack of endocarditis without damage to the heart;
clinical evidence shows that a patient may recover from a severs or
dangerous endocarditis with such good compensation as to enable Mm
to lead an ordinary or even ao arduous life.
The ultimate effect depends in large part on the valve or valves affected. Valves
Mitral regurgitation has the best outlook, followed in descending order °ffectcd
by aortic regnrgitatioD^ aortic stenosis, mitral stenosis, and combined
lesions.
Acute endocarditis is very occasionally fatal in the first attack from
implication of the pericardium, or from severe myocarditis with con-
gestive failure, pleurisy, or pneumonia; but, especially in the young,
recovery may follow severe pancarditis even with heart failure. The
patient may suffer from one attack of rheumatic endocarditis with a
slight or severe damage to a valve. The most serious condition is
produced from recurrent attacks of endocarditis, each attack	its

